Depression among the elderly is a public health issue. This paper demonstrates the value of patient safety research for future strategies in this area. The aim of the present study was to analyse the relationship between the World Health Organization (WHO) Patient Safety (PS) Model and empirical research on depressed elderly patients' experiences of quality and safe care. The research question was: Which patients' experiences could be linked to quality and safe care as recommended by the WHO? We adopted an implementation approach as the starting point for this interdisciplinary project. A total of 29 individual narrative-based, in-depth interviews were performed to explore patients' experiences and two healthcare teams participated in the focus group interviews. Interpretation of the results revealed that the 23 components of the PS model were linked to elderly patients' experiences of quality and that safe care was not achieved. There was evidence of low quality and lack of safe care due to psychological distress, stress and fatigue, the absence of involvement in decision-making, misdiagnosis, sleep problems as a result of harm from medical error and a poor physical state. Patients' experiences of loneliness gave rise to suicidal thoughts. In conclusion, quality improvement is necessary in all components of the WHO PS model. We recommend structural, process and outcome improvements, more specifically: active involvement, shared decision-making and increased self-management.
Introduction
Depression in later life is a major public health issue. Older people are underrepresented in public health research in Europe [1] - [3] . Research on promotion, prevention and policy is scarce compared with research with an epidemiological approach. A sense of safety and security at home is important not only for the depressed elderly patients themselves but also for their family members [4] . Norwegian policy for depressed elderly patients aims to enhance their chances of living an active life in their own home in combination with support from the health and social care services [5] [6].
Background
A large body of literature on evidence-based improvement strategies has been developed to enhance the quality of care and strengthen the safety culture. A working definition of quality consists of clinical effectiveness, patients' safety and patients' experiences [7] . According to Øvretveit [8] , evaluation of health interventions, improvements and their implementation is important. Potential health improvements are interventions by individual practitioners or organizations to deliver a better health service to patients [8] . There are several implementation strategies for improving the quality of care and ensuring patient safety [9] . Evidence of the important role of context in patient safety practices has been accumulated ( [10] , p. 614). Four domains are essential for the implementation of such practices: 1) safety culture, teamwork and leadership; 2) structural and organisational characteristics (e.g. size, organisational complexity and financial status); 3) external factors (e.g. financial or performance incentives and patient safety practice regulations); and 4) availability of implementation and management tools (e.g. training resources or internal organisational incentives) [10] . According to the review of implementation science in the quality and safety domain by Braitwaite et al. [11] , the eight success factors are: preparing for change, capacity for implementation-people, capacity for implementation-setting, types of implementation, resources, leverage, desirable implementation and sustainability. Implementation research on patients' experiences of care and safety is scare.
Depression and mental health problems have been described as emotional pain, suffering and loneliness [12] . A systematic review of older patients' narratives about what they need in order to survive when suffering from depression reveals three themes: the need for courage, strength and self-reliance; a struggle to perceive meaning in the meaningless and assuming responsibility [12] [13] . The clinical processes in the healthcare environment are becoming increasingly complex, leading to patient safety risks such as medical errors and complications. Safety is one vital component of high quality care [14] .
Patient Safety Model
Safety is defined by the WHO [15] as part of the quality agenda and therefore a dimension of the quality culture. It has also been stated that patient safety is an applied science [16] . The problem of unsafe care has been highlighted by the WHO [3] . The Alliance of Patient Safety commissioned an overview of the research in this area and 23 major patient safety issues were identified, of which eight were classified as structural, five as process and 10 as outcome [17] . Structural factors that contributed to unsafe care were: organizational determinants and latent failures; structural accountability; safety culture; inadequate training and education; stress and fatigue; in addition to production pressure. Knowledge of the role of organizational structure, capacity and communication breakdown in unsafe care is lacking [17] . The key areas of the process domain were misdiagnosis, poor test follow-up, errors in the structure and process, counterfeit and substandard drugs, inadequate patient safety strategies and unsafe injection practice. The safety issues related to patient outcomes were adverse events due to medical devices, medications, surgery, unsafe blood products, falls in hospital and decubitus ulcers. Patient safety among older adults was also a major outcome issue. Such knowledge is important in relation to implementation research.
Implementation of the Chronic Disease Management Project
This study is a part of the extensive project "Chronic Disease Management-Implementation and Coordination of Healthcare Systems for Depressed Elderly Persons" that was developed, implemented and evaluated at Buskerud & Vestfold University College in 2010 by an interdisciplinary group of experts in the field of healthcare sciences comprising five researchers representing four disciplines [18] - [20] . The central aims of the project were: to identify depressed elderly patients' subjective experiences of healthcare systems; to implement the Chronic Care Model (CCM) [21] ; and to evaluate the quality of care provided in relation to the determinants in the CCM. The CCM improvement model consists of six interrelated components that are essential for providing quality care to patients with chronic illness: self-management support, clinical information systems, delivery system redesign, decision support, the healthcare organization and the linkages to community-based resources. A definition of implementation research is "to promote the systematic uptake of research findings and other evidence-based practices in routine practice and, hence, to improve the quality and effectiveness of health services" ( [22] , p. 1). A total of twenty empirical articles based on data from this interdisciplinary research have been published [18] - [20] [23]- [30] .
Problem Statement
In the present paper, we aimed to expand our previous research on the delivery of care to depressed elderly patients by interpreting the WHO PS model in relation to empirical outcomes. More specifically, we explored the link to patient safety by means of three quality domains comprising major patient safety issues, i.e., structural, process and outcome [17] , assessing the perspectives of both patients and mental healthcare team members as revealed in the published papers. The research question was: Which patients' experiences could be linked to quality and safe care as recommended by the WHO?
Methods

Data Collection
Data were collected over a four year period (April 2010-May 2014) by the research team in Norway. The participants were recruited by mental health nurses/stakeholders working with the target group. The major area covered in the interviews was; the patients' experiences of quality and safe care. An example of a question is: What does it mean to you to receive support from the healthcare system? As it was expected that some improvement in the quality and safety of care had been achieved, an additional interview was designed to follow up changes in the patients' daily life situation, elaborate on their thoughts of being suicidal, as well as their sense of loneliness and safety. In addition, two mental healthcare teams participated in focus group interviews in order to illuminate their perspective on the quality and safety of care provided to patients. The participants were free to talk about experiences that were important to them. The interviews, which lasted between 60 and 120 minutes, were conducted by two of the researchers, who are mental health nurses with long experience of psychiatric care and research. The second author presented the CCM [21] to specially invited community and specialist healthcare staff in one community during a one and a half hour education session. The second author also conducted two multistage focus group sessions together with a co-moderator, each lasting one and a half to two hours.
Participants
Twenty nine in-depth interviews were initially conducted, followed by an additional ten interviews to deepen understanding of specific suicidal thoughts as well as changes that had taken place during the implementation of the CCM and in the following year. The participants comprised 26 women and three men aged between 60 -91 years (mean 66 years) from one hospital in a city on the west coast of Norway. The project group had intended to conduct in-depth interviews with 40 patients, but only found 29 who were willing to be interviewed.
The interviews were conducted in the participants' own homes or in the researcher's offices. Five of the participants were married and/or living with a partner, thirteen were widows, nine were divorced, and two had always lived alone. Most had suffered from mental health problems for many years and been diagnosed with a long-term depressive or mood disorder. Thirteen had a history of suicide ideation over the course of the previous 20 -40 years ( Table 1) .
The first focus group was at the implementation stage. All members of Team A agreed to participate, while one member of Team B declined participation ( Table 2 ). The mental healthcare teams comprised five mental health nurses (Team A), one specialist geriatric nurse and one physiotherapist. At the follow up of evaluation stage the group comprised three mental health nurses (Team A) and one specialist geriatric nurse (Team B, Table 3 ). 
Data Analysis
The interviews were analysed by means of qualitative thematic analysis inspired by Graneheim and Lundman [31] . This type of analysis describes visible components such as quotations, referred to as the manifest content, as well as the latent content [30] - [34] . A qualitative content analysis [35] was used in a descriptive study of patients' perceptions of the need for improvements in the delivery of healthcare [36] . Each identified topic was reviewed in detail by experts in order to increase understanding of the obstacles to the delivery of safe care. The second step involved the hermeneutic principle of moving from the whole to the parts and back to the whole [37] . The authors reflected on the text and discussed divergent interpretations before finally achieving consensus [23] [26] [29] .
Ethical Considerations
Ethical approval was granted by The Regional Ethics Committee of Western Norway (No. 2010/2242). The ethical guidelines specified by the Declaration of Helsinki were applied. The participants were provided with written information and signed a consent form. In addition, they were assured of confidentiality and informed that they could withdraw at any time. The interviews were performed in a sensitive manner and if the topics were too upsetting the participants could discuss the matter with a staff member from the mental health services [38] . The interviewers were aware that time was needed for clarification in order to help the participants to understand the questions.
Findings
Despite indications of positive associations between their experiences and safety, the participants reported several structural components that contributed to unsafe care. The participants' experiences of quality and safe care were at different levels. We found that major contributors to unsafe care were related to organizational determinants such as lack of trust in the commitment of the community healthcare system to bring about effective care [33] [39]. It also concerned structural accountability, which can be counterproductive and have serious implications for patient dignity and safety [30] . The lack of an organizational structure, healthcare professionals' inability to change, communication problems and the absence of collaboration between different healthcare systems were reported [13] [28] [40] . In addition, healthcare professionals did not provide adequate information about the patients' condition and treatment. Nor was the communication between the responsible professionals and the patients satisfactory. The patients reported that healthcare professionals did not always listen to them or take their opinion seriously. We identified a lack of knowledge about how to overcome relational challenges, such as problems associated with communication [36] . It was found that structural issues associated with ethical dilemmas involving attitudes, values and norms were likely to have an impact on safety and the risk of failure [33] . The processes that underlie unsafe care were related to misdiagnosis or not being understood when explaining physical health problems, leading to experiences of stigma and the sense of not being taken seriously or considered deviant [26] . Lack of care also concerned depressed elderly patients' experiences of their physical health problems being affected by stigma, which meant that their need of care was not met and they were not taken seriously, which made them uncertain about whether the pain was physical or mental. They felt dizzy, like a stranger, afraid, helpless and dependent on others [28] .
It was stated that failure to adequately follow-up important symptoms constituted a major risk to patient safety. Lack of shared decision-making and user involvement was reported [30] . Another process underlying unsafe care was uncertainty, resulting in fear of becoming dependent on others [26] . In terms of relational aspects, the participants expected emotional and psychological support, relief from fear and anxiety, to be treated with respect, dignity, and compassion, as well as to be understood and listened to [29] . Other aspects identified were the need for clear information and communication that was tailored to patients' needs in order to enable shared decision-making [30] .
The reported outcomes of unsafe care included not being understood when presenting with a fractured ankle due to being in a state of psychosis [26] and not being believed when explaining to a GP about the development of a prolapse in the neck because of suffering from major depression [26] . Our data suggest that unsafe care occurs too often, sometimes due to lack of access to appropriate care.
The improvements necessary to ensure quality and safe care were: 1) patient-centred care to enable independence and well-being, 2) greater involvement in decision-making, social participation and activities and 3) redesign of the healthcare organization and safety culture. Overall, the depressed elderly patients' expectations of the healthcare system were not fulfilled. There was no improvement in their situation, which had become even worse in relation to being suicidal. The patients' need to achieve independence and well-being was not met. They wished to be involved in decision-making, become more independent and take part in social activities. Playing an active role in society, being informed, participating, being heard and being autonomous were also highlighted. The necessity of redesigning the healthcare organisation was also mentioned as an important strategy for increasing patient safety.
Discussion
Improvement in the delivery of safe care to depressed elderly patients was evaluated and linked to the WHO PS model, revealing the need for change. In the future, summative evaluation will be necessary to describe key elements of the complexity of improvement for these patients. We implemented the six CCM components to improve the care, but not all initial implementation goals were achieved. This study demonstrates the difficult challenges involved in integrating health and social care, which is in accordance with Øvretveit et al. [41] , who reported that coordinated actions at different levels are required and that a phased approach is necessary when management capacity and outside expertise are limited.
There is a need for patient-centred care in order to promote independence and well-being among depressed elderly patients. The development of a patient-centred care model that acknowledges an individual patient's needs and values is necessary for improving quality and safe care. Patients should be involved in decisions about their situation and/or treatment and the healthcare services need to be redesigned in order to support self-management. Shared decision making is an important component of a patient-centred care [42] . However, the question of whether patient-centred care leads to better outcomes needs further investigation. Another improvement would be the use of a clear theoretical framework for sharing power and responsibility that links dimensions of patient safety with specific outcomes. Older patients with depression and those who had been treated for a longer period reported far less shared decision making [42] . A study by Holm et al. [30] evaluating healthcare team members' perceptions of their role in encouraging patients to participate in shared decision-making revealed the importance of preventing the violation of human dignity based on changing understanding and attitudes, increasing patients' autonomy and clarifying the team coordinator's role and responsibility. Implementation of shared decision-making improves patients' satisfaction and reduces the imbalance of power between healthcare professionals and patients [43] . The involvement of mental healthcare patients in decision-making processes is considered an ethical requirement [44] but demands careful management to realise its full potential [45] . Being active and developing a network are important for the patients' well-being when suffering from mental health problems. Interdisciplinary leadership also appears to be necessary for overcoming difficulties and improving health behaviours that impact on quality of life.
It is essential to increase patients' participation in the provision of safe care. This research has focused on depressed elderly patients, who are a vulnerable population in terms of adverse events. A review conducted to delineate factors that could be of importance for patient participation in quality and safety issues revealed five broad categories [46] . Two of them are relevant when interpreting the findings of this study. According to Davis et al. ([46] , p. 260), factors that could affect patient participation in their care are: patient-related (i.e., patients' knowledge and beliefs about safety, emotional experiences of healthcare delivery and relevant coping styles; and demographic characteristics) and illness-related (i.e., the stage and the severity of patients' illness(es); as well as their symptoms, treatment plan, and experiences of illness).
Interpretation of the WHO's major patient safety issues was empirically evaluated. On the structural level, several aspects of organisational determinants and latent failures, lack of appropriate knowledge, availability of knowledge and knowledge transfer, as well as an inadequate number of qualified healthcare professionals were reported, resulting in communication problems and stress [32] . Regarding the process factor quality domain, errors were reported in the care process due to misdiagnosis, lack of adequate follow-up, unsafe care and counterfeit drugs [18] . Patient safety topics described in the quality domain related to the outcomes of unsafe care were adverse events due to medication and the absence of the patients' voices [18] .
Increasing the use of evidence-based practice could potentially reduce unsafe care [17] . Bishop and Macdonald [47] revealed four themes; wanting control, feeling connected, encountering roadblocks and sharing responsibility for safety. They concluded that current strategies aimed at increasing patient awareness of patient safety may not be enough and that targeted interventions to strengthen patient control should therefore be developed. Patient safety is high on the priority list of international organisations. A systematic review of the evidence demonstrated positive associations between patients' experience and two domains of quality, i.e., safety and effectiveness [48] . Patients' experience is recognized as one of the three pillars of quality in healthcare alongside effectiveness and patient safety. Teamwork and leadership are core components in the provision of quality care and thus influence the improvement of patient safety practices [49] .
Building capacity in patient safety, quality improvement and innovation in healthcare is necessary. It is surprising that patients are not involved in shared decision making. The findings from this study can be explained in accordance with the research by Davies et al. ([50] , p. 174) on staff members' and patients' attitudes towards patient involvement. The researchers recommend fostering relationships between patients and healthcare professionals as a means of creating an environment where patient participation is valued and supported, thus making patient involvement in promoting safety a working reality. The differences in the attitudes of healthcare professionals and patients have been studied by Davis et al. [51] . Healthcare professionals attitudes were affected by their own behaviour, who the healthcare professional was interacting with and her/his own professional role. From the patients' perspective, quality included access to care, responsiveness and empathy, good communication, clear information, appropriate treatment, relief of symptoms, improvement in health status and above all safety and freedom from medical injury [52] . Thus the active role of patients in their care should be recognised and focused on in healthcare. However, not all patients want to be actively involved. An explorative study was conducted by Davis et al. [53] to answer the question: How willing are patients to question healthcare staff on issues related to the quality and safety of their healthcare in a surgical setting? Characteristics of the surgical patient who did not want to be involved were male, lower educational level and unemployed. The authors concluded that patient involvement strategies that take patient characteristics into account need to be developed for patients and staff in order to promote patient participation. The empirical approach in this study was to evaluate depressed elderly patients. Optimizing patient involvement in quality improvement in mental health is important. Barriers to and facilitators of involvement in mental health research were investigated by Ennis and Wykes [54] , who revealed that patient involvement increased over time although it was limited in some research areas. The authors recommend researchers to involve patients to a greater degree, as this is associated with successful results.
A limitation of this study is that the data collection only took place in one region. An additional limitation is the small sample, comprising seven healthcare professionals in the first focus group and four in the second. Due to these limitations the results are only valid for the study group.
Conclusion
Research focusing on patients' experiences of quality and safe care will improve care. The evidence in the present study demonstrates some positive associations. However, there are also indications that patients are dissatisfied with the care due to lack of information and poor communication. Patient involvement such as shared decision-making will increase the quality and safety of care.
